Objective-To see whether non-professional volunteer community mothers could deliver a child development programme to disadvantaged first time mothers for children aged up to 1 year.
Introduction
The quality of parenting is important in early development. The The community mothers' programme aims at using experienced volunteer mothers in disadvantaged areas to give support and encouragement to first time parents in rearing their children using the child development programme. Potential community mothers are identified by the local public health nurse and interviewed by a regional family development nurse to assess suitability. Community leaders and self promoting individuals are generally not regarded as suitable. Once accepted, the community mother undergoes four weeks of training, during which the concepts of the programme are explained. She also meets other community mothers, and they exchange ideas and explore ways of delivering the programme. After training, each community mother works under the guidance of a family development nurse, who serves as a resource person, confidante, and monitor. Each community mother aims at supporting five to 15 first time parents. By the end of 1988, 90 community mothers had been recruited and there were 450 families in the programme. The community mothers' programme was evaluated to see if non-professionals could deliver the child development programme effectively. We present the principal findings.
Subjects and methods
All first time mothers who delivered over six months in 1989 and lived in a defined deprived area were randomly assigned to receive the programme or serve as a control. Randomisation was achieved by preparing 280 Forty five children were admitted to hospital during the study, 24 (19%) from the intervention group and 21 (20%) controls (p=NS). Those from the intervention group spent 336 days in hospital and those from the control group 136 days. There was no significant difference between the groups in mean number of days spent in hospital (intervention group 2-6 days, control group 1-3 days; p=0 88). Among children admitted, however, those from the intervention group had a longer mean stay (14-0 days) than the controls Children's diet was assessed by the length of time they were kept on formula feeds, the age they started cows' milk, and 24 hour recall by the mother. Mothers kept their children on formula feeds significantly longer in the intervention group than in the control group (38-1 (SD 13-5) weeks v 28-0 (15-2) weeks; difference between means 10 1 weeks (9/5% confidence interval 6-4 to 13-8 weeks); p<0001). Twenty four mothers (19%) in the intervention group compared with 49 (47%) of the controls (p < 0 0001; relative risk 0 40 (95% confidence interval 0-27 to 0-61)) gave their children cows' milk before 26 weeks. The results of the 24 hour dietary recall are shown for children and their mothers in tables IV and V. For all food groups both children and mothers in the intervention group performed significantly better than the controls.
Of the 182 (78%) mothers who said that they read to their child, significantly more were in the intervention group (125; 98%) than in the control group (57; 54%) (p < 0 00001; relative risk 1 -81 (95% confidence interval 1-52 to 2-16)). Of mothers who read to their child, significantly more in the intervention group (70; 56%) than in the control group (15; 26%) did so daily (p < 0 000 1; relative risk 2-13 (95% confidence interval 134 to 3 38)).
Table VI outlines the differences between the two groups for developmental stimulation scores and the scores for positive and negative feelings. With the exception of motor games the differences between the two groups were highly significant (p <0 01) in favour of the intervention group.
Because a difference was found between the two groups with respect to mothers' and fathers' employment status employment was treated as a possible confounder. The data were therefore reanalysed. Controlling for employment status, however, had no significant effect on the results.
Discussion
The child development programme from which the community mothers' programme evolved is a well designed intervention programme whose essential feature is the empowerment of the parent. The parent is regarded on equal terms and not given advice by the community mother. Instead the community mother shares her own experiences with the new mother and raises her self esteem and confidence in herself as a parent.45 This philosophy accords with the Alma Ata approach to community based health care6 but is rarely seen in a Western European health programme. By using non-professional people to deliver the programme it deviated further from the traditional models and made this approach unique in Western Europe. However, it gave rise to some difficulties in evaluation. Firstly, there was little published work available for comparison and, secondly, there was no established methodology for evaluating such an approach. It was necessary to develop our own approach, relying heavily on previous work related to the child development programme.
A further problem with our study is the lack of blindness of the family development nurses who administered the end of year questionnaire. Unfortunately, resources did not allow for an independent data collector. Though the possibility of bias cannot be ruled out directly, cross checking of mothers' responses on immunisations against other sources of this information did not uncover any discrepancies. We also emphasise that whatever bias that might exist could theoretically operate against the programme, as family development nurses are in effect being replaced by community mothers in carrying out the programme. Despite these difficulties the strength of the association between a favourable result for several outcomes and membership ofthe intervention group was impressive.
The community mothers' programme failed to show a benefit with respect to hospitalisation whereas the child development programme was associated with a sharp drop in admissions from the intervention group. However, children were admitted for various conditions which were not addressed specifically by the community mothers' programme and which the programme could not be expected to influence to a meaningful degree. Our finding three cases of child abuse among the controls as against none in the intervention group was not significant but was in keeping with the finding in Belfast, where a reduction of about 50% occurred in the intervention group.8
Thus our results are generally similar to other evaluations of the child development programme.
We know of only one other programme with broadly similar goals-namely, the "head start" programme in the United States.9 '0 However, it is aimed at preschool children and based on a professional model of intervention, so that comparisons would be inappropriate.
These results tend to confirm that the empowerment approach to promoting parenting skills developed by Barker' is sound, practical, and effective.* That the programme can be delivered effectively by non-professionals, themselves mothers living in disadvantaged areas, is of great interest. We would, however, like to compare the cost effectiveness of this approach with that ofintervention by professional workers.
At Results-Of 15 recognised complications, bronchitis was the commonest (rate 190*1/1000 cases) and significantly commoner in cases (summary odds ratio 9.7) after adjusting for higher consultation rates (mean 6*1 per annum v 4*2 among controls; p <0.0001). No deaths were recorded. The risk ofbronchitis complicating influenza was higher in patients with pre-existing illnesses regarded as an indication for vaccination (odds ratio 3-3; p <0.0001). Observed vaccination efficacy in those with pre-existing illnesses and in elderly subjects was high (63% and 77% respectively) but uptake was low
Introduction
Influenza is the most important viral infection of the respiratory tract,' 2 partly because of the scale of epidemics and partly because of complications, which include excess mortality,' several medical conditions,4 8 and exacerbations of pre-existing diseases.9 However, little is known about the expected incidence of these complications. Knowledge tends to be based on complications observed in hospital. Of 237 English language reports since 1966 on influenza and complications cited in Medline, none measure the incidence of complications in the community.
In 1989 there was the first epidemic of influenza A in the United Kingdom since 1975. 10 We studied the epidemic in Wales in order (a) to measure the incidence and risk of complications, (b) to identify the rate of hospitalisation, (c) to determine the effect of preexisting disease on the development of complications, and (d) to estimate vaccine uptake and efficacy.
Subjects and methods
Influenza in Wales is monitored as part ofthe general practice surveillance of infectious diseases scheme of the Public Health Laboratory Service Communicable Disease Surveillance Centre (Welsh Unit)." This scheme comprises 34 spotter practices that provide weekly retums of cases of eight infectious diseases seen
